Transcatheter Embolization of a Giant Posttraumatic Pseudoaneurysm of Superior Gluteal Artery  by Radanovic, B. et al.
SHORT REPORT
Transcatheter Embolization of a Giant Posttraumatic
Pseudoaneurysm of Superior Gluteal Artery
B. Radanovic1, I. Cikara1, S. Radanovic-Coric1, M. Pervan1*, I. Tonkovic2 and
M. Petrunic2
Departments of 1Radiology, and 2Vascular Surgery, University Hospital Zagreb, Croatia
Introduction
Pseudoaneurysm of the gluteal artery commonly devel-
ops secondary to pelvic trauma which is occasionally
iatrogenic.1,2 Permanent transcatheter embolization
with coils and detachable balloons are an alternative to
surgical intervention.3 In this case report, we describe
successful embolization of a giant posttraumatic
pseudoaneurysm of the superior gluteal artery.
Case Report
A 44-year-old man presented in the Accident and
Emergency Department following a motor vehicle
accident. He was found to be unresponsive, in
haemorrhagic shock, with a systolic blood pressure
of 60 mmHg. There were signs and symptoms of
intraabdominal bleeding and the patient underwent
an emergency surgical procedure. Exploration of his
abdomen revealed large amount of blood, a ruptured
spleen, a small bowel perforation with mesenteric
laceration, and a huge left retroperitoneal haematoma.
A splenectomy with repair of the small bowel and
mesentery were carried out. The patient underwent
five days intensive care during which his condition
stabilised. He then reported intensive pain in his left
leg. It was extremely oedematous, hard, shortened and
in external rotation. Peripheral pulses were normal. X-
ray of the pelvis showed a comminuted fracture of the
left hemipelvis.
Duplex ultrasound revealed a deep venous throm-
bosis of the left external iliac vein. An abdominal
ultrasound revealed a huge retroperitoneal haema-
toma in the area of the left hemipelvis.
Computed tomography and magnetic resonance
imaging revealed a giant pseudoaneurysm
(14 £ 10 cm) adjacent to the left iliac artery and vein.
Digital subtraction angiography was carried out with
selective catheterization of the left internal iliac artery
and superior gluteal artery via a contralateral transfe-
moral arterial approach. This revealed a pseudo-
aneurysm of the superior gluteal artery with an
arteriovenous fistula to the right iliac vein. The left
iliac vein was thrombosed. We proceeded with coil
embolization of the superior gluteal artery and the
internal iliac artery (Cook-Tornado coils, diameter
10 mm).
Successful embolization with six coils was con-
firmed by follow-up DSA with absence of pseudoa-
neurysm and AV fistula. The whole intervention took
45 min. See Figs. 1 and 2.
Serial postoperative duplex ultrasound procedures
confirmed complete obstruction of blood flow in both
the pseudoaneurysm and the AV fistula. There were
no complications during and after the procedure.
Follow-up ultrasound and duplex of the pelvis at 3
and 6 months demonstrated regression of the throm-
bosed haematoma to 8 £ 4 cm at 6 months.
Discussion
Pseudoaneurysm of the superior gluteal artery can
sometimes be encountered in trauma patients with
comminuted pelvic fractures.2 It can also occur after
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ortopædic surgery in the region. Signs and symptoms
such as a painful pulsating mass with compression of
nerve structures in severe trauma patients may be
subtle and may go unrecognised.
Diagnosis is by invasive or non-invasive means.
Non-invasive diagnosis involves standard and duplex
ultrasonography followed by CT and/or MRI when
indicated.
DSA is a more invasive diagnostic approach and is
capable of accurate visualisation of anatomic and
haemodynamic structures such as pseudoaneurysm
and AV fistula.
We believe that the angiographic approach is
essential for successful surgical intervention and also
as a pathway towards transluminal treatment in these
severely injured patients where an operation is fraught
with hazard. Transcatheter embolization is the method
of choice. The advantages of this approach are:
percutaneous puncture under local anaesthesia, short
duration of procedure, complete treatment with fast
recovery and minimal side effects.224 Following
embolization significant regression of the patient’s
symptoms and the size of the haematoma can be
expected.
The simplicity of transluminal intervention carried
out by experienced interventional radiology staff
Fig. 1. Contrast enhanced pelvic computed tomography scan showing giant pseudoaneurysm (10 £ 14 cm) with wide
parietal thrombus, in left hemipelvis. Comminuted fracture of left hemipelvis with fragmental dislocation.
Fig. 2. (A) Digital subtraction angiogram—selective catheterization of left internal iliac artery: oval pseudoaneurysm of left
superior gluteal artery with arteriovenous fistula draining to right iliac vein. Left iliac vein is thrombosed. (B) Digital
subtraction angiogram—selective catheterization of left internal iliac artery after coil embolization: occlusion of superior
gluteal artery.
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represents a major advantage over a surgical pro-
cedure. Surgery is only required if transluminal
procedures fail.
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